PURPOSE We wanted to understand the views of patients and clinicians on the central concept of healing and to identify major facilitators of and barriers to promoting healing in primary care.
INTRODUCTION
H ealing is a central concern of medicine, yet the role it plays in our modern health care system is poorly defi ned. [1] [2] [3] Biomedical research on healing is usually limited to the level of tissue repair. Broader study of healing appears in literature from other fi elds. Nursing discusses healing with a focus on the process of caring and the nurse as healer. [4] [5] [6] Anthropological research on healing tends to focus on documenting nonbiomedical practices and eliciting deep symbolic and structural meanings from healing practices. 7, 8 Complementary and alternative medicine often examines systems of healing outside the scientifi c biomedical model. [9] [10] [11] Healing plays a central role in psychology 12 ; however, with the exception of a few Jungian psychotherapists, the meaning of healing goes unexplored. 13 Other researchers have explored the meaning of healing in patients with chronic illness, 14, 15 disability, 16 pain, 17, 18 and at the end of life. 19, 20 There has been little empirical research on healing in modern health care, and we have little evidence on how physicians and other members
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of primary care clinical teams see their roles in healing. 21 No published research has systematically asked patients in primary care what they defi ne as healing or how it might be improved.
Egnew 22 sought the defi nition of healing from selected medical experts and expressed concern about physicians' lack of capacity for the empathy, communication, and relationships essential to healing. Leaders in medical education are calling for renewed attention to the importance of healing in patient care. 2, 23 Some "believe an emphasis on healing is key to the future of medical management of chronic illness and the establishment of sustainable approaches to health care." 24 Meaningful discussion about healing requires an understanding of what healing means to the key participants in the healing process: patients, physicians, nurses, and other members of the primary care team. [25] [26] [27] We used qualitative research methods to explore what they believe are defi nitions, fundamental dimensions, barriers, and opportunities for improvement of healing.
METHODS
This research was part of a larger effort to improve patient outcomes in primary care by enhancing the healing experience for patients, clinicians, and the primary health care team. We conducted the study in a large, integrated, consumer-governed, health care system in Washington State in 2005. We conducted 19 individual interviews to develop a discussion guide for the focus groups we report here. The Institutional Review Board of Group Health Cooperative approved all components of this study.
Our interdisciplinary team began with several assumptions based on discussions with a broad variety of professionals interested in enhancing healing environments. We expected healing would be a diffi cult concept to defi ne and discuss, particularly across patient and professional groups. We also expected that many patients would consider healing to be the domain of alternative and/or spiritual practices, rather than an integral part of conventional medical practice.
We recruited both patients and clinicians for focus groups from the Seattle and Tacoma, Wash, metropolitan areas, using a multistage process that is detailed in the Supplemental Appendix 1 (available online-only at http://www.annfammed.org/cgi/ content/full/6/4/307/DC1). We started with a random sample of established patients, stratifi ed by sex, age, and medical condition. Letters were mailed to patients inviting them to participate in a study "to better understand how a patient's personal experiences with their health care team may affect his or her ability to heal," and to participate "in a discussion group…to share their thoughts about how the patient-provider relationship can help or hinder healing." We recruited physicians and clinical team members through email invitations to all such personnel in the primary care clinics in the study regions. For all those who responded, we explained the study procedures and obtained informed consent by telephone. We paid cash incentives to focus group participants (patients $75, nursing staff $100, physicians $150).
We conducted a series of 9 focus groups during July and August 2005 (Table 1) . Seven groups were homogeneous: 2 groups each of only patients, primary care physicians, and registered nurses (RNs), and 1 group comprising licensed practical nurses (LPNs) and medical assistants (MAs). Considering the debate about homogenous vs heterogeneous focus groups, we conducted 2 additional groups that included a mix of participants of all 4 types. The size and format of the focus groups followed recommendations in the literature. [28] [29] [30] [31] We contracted with 2 independent, professional facilitators from a local marketing and consulting fi rm to lead the focus groups. They used a discussion guide designed to elicit (1) concepts and defi nitions of 2 P a t i e n t s 9 5 4 3 P h y s i c i a n s healing, (2) facilitators to the healing process, and (3) potential barriers to healing (Supplemental Appendix 2, available online-only at http://www.annfammed. org/cgi/content/full/6/4/307/DC1). In each group, after all participants offered their own thoughts on healing, the group constructed a consensus defi nition of healing. We made audio recordings of all discussions that were transcribed verbatim, either from the audiotapes (3) or in real time by a stenographer present in the room (6) . Members of the research team were present at all the focus groups.
We examined the content of the focus group discussions at biweekly meetings of the research team. Inclusion of clinicians and clinic trainers in these discussions helped validate interpretation of comments and themes. We judged that we reached saturation in eliciting new salient comments on healing well before we completed the groups we planned.
The analysis team identifi ed the key themes, using an immersion/crystallization approach. 32 Four team members (C.H., K.S., R.H., W.P.) read all transcripts in detail. Three team members (C.H., K.S., R.H.) independently coded 2 transcripts and generated a list of codes for the major themes and concepts, using Atlas. ti (ATLAS.ti Scientifi c Software Development GmbH, Berlin, Germany). They discussed all codes and developed consensus regarding the content and defi nitions of a coding scheme. All 3 coders then coded 2 complete transcripts, again reconciled the codes, and agreed on a fi nal code list. Agreement among coders during this fi rst phase was approximately 70%. Finally, at least 2 team members coded each transcript, compared results, and resolved any differences though discussion. Agreement in the fi nal phase was approximately 90%. This process allowed the analysis team to closely refl ect on the data, identify emerging patterns, and learn from each other's perspectives. The process followed the constant comparative method of grounded theory, comparing and refi ning codes throughout the data analysis process. 33 Once all transcripts were coded and compared, 2 members of the team (C.H., W.P.) focused on references to healing. They reread and further analyzed the data under relevant codes to identify the fi ndings described in this article.
The analysis team represented a variety of backgrounds: a medical anthropologist with special interest in women's health care and community health (C.H.); a family physician researcher with special interest in patient-doctor communication and preventive services (W.P.); an epidemiologist experienced in conducting clinical trials of complementary and alternative medicine (K.S.), and a public health research manager with a background in psychology (R.H.).
We initially expected to consider the patient discussions as 1 data set and the clinician discussions as 1 or more separate data sets. Early in the analysis, however, we found that all groups shared remarkably similar views on healing. We therefore combined the data from all groups.
RESULTS
We conducted 9 focus group discussions with 84 participants. Response rates are summarized in Supplemental Appendix 1. The composition of the groups is displayed in Table 1 . Twenty-eight patients ranged in age from 22 to 62 years, with 71% female and 29% male. The 23 physicians (21 family physicians, 1 general internist, and 1 general pediatrician) worked in 13 different primary care clinics, in both urban and suburban communities. Focus groups included other key members of the clinical teams: RNs (20), LPNs (11), and MAs (2), drawn from across 13 clinics. We refer to them all as clinicians.
Defi nition of Healing
The central fi nding across the focus groups was a surprising level of concordance on the defi nition of healing. Each group crafted a consensus defi nition. The commonality is apparent in Table 2 .
From these group defi nitions, expanded by the range and depth of discussion and interview data, we The process of moving toward balance and well-being that implies making changes and the blending of the physical, mental, and spiritual 9
Mixed group The restoration of health with caring, acceptance, and understanding LPN = licensed practical nurse; MA = medical assistant; RN = registered nurse.
Note: Mixed groups were made up of all participant types.
synthesized this defi nition: Healing is a dynamic process of recovering from a trauma or illness by working toward realistic goals, restoring function, and regaining a personal sense of balance and peace. Healing is a multidimensional process that includes physical, emotional, and spiritual dimensions. The key components of this shared defi nition were (1) healing is multidimensional and holistic; (2) healing is a process, a journey; (2) the goal of healing is recovery or restoration; (4) healing requires the person to reach a point of personal balance and acceptance; (5) relationships are essential to healing. For each theme, example verbatim quotations are presented in Table 3 , representing the variety of types of participants.
Healing Is Multidimensional and Holistic
Participants in all focus groups agreed that healing goes beyond addressing physical problems, to include the spiritual, emotional, and mental dimensions. Healing requires understanding the patient as a whole person, not just addressing a discrete physical problem. This broad approach was often described as "holistic."
Healing Is a Process, a Journey
The common metaphor that emerged was healing as a journey. It starts after a person's sense of health or state of balance is disrupted, usually through some illness or trauma. Healing is the journey back toward the original level of function or balance. Focus group participants described the journey as an evolving process that may require changes in direction or fi nal destination. Doctors and nurses act-as described by both patients and clinicians-as guides or helpers along the way. Many other helpers play important roles, notably family members, loved ones, spiritual guides, therapists, and friends. Physician participants acknowledged that a lot of healing occurs without their intervention. They usually function, not as the agents, but as facilitators [Wholeness] I think that's a wonderful word for it. I don't believe it's lack of illness, I believe it goes further than that...to include peace of mind. Peace: body, mind, and spirit
RN (group 5)
It's not an organ system. It's the entire person. The mind, body, spirit, relationships, community, the whole person LPN/MA (group 7)
Healing is a process, a journey
[Healing is]…going through a process of emotions to get over something extremely traumatic that happened Patient (group 1)
Maybe you should call it a path of restoring, so that maybe you don't get to the end point Physician (group 3)
…sometimes there is going to be two steps forward and one step back, but it's the journey and skills that they learn along the way, that seems to help the people move and get unstuck and make some steps forward. I think patients need to realize that RN (group 6)
As a doctor, if I can…recognize that healing is this process…. You may not be able to solve the problem that particular day.… That it might take time, that we're going to have a follow-up. I'm really listening. We only got these 3 things discussed, but I know there's many…. So, you are establishing a framework that's open ended Physician in mixed group (group 8)
The goal of healing is recovery or restoration
It's a restorative process. Regenerative. Restoring something that was lost or the sense of well-being Patient (group 2)
[Healing is] the process of restoring a person's mental, spiritual, and physical health, which is their suffering part, and removing barriers to the level possible, and then to optimum Physician (group 3) 
Healing requires the person to reach a place of personal balance and acceptance

Relationships are essential to healing
Healing is the interpersonal relationships at my clinic and the nurses that took care of me when I was there. It has less to do with the pain and more to do with personal attention
Patient (group 2)
It means that it's just like "Cheers"; people want to go where people know your name Physician (group 3)
I feel that good healing process is when the patient comes familiar with that nurse. Because that trust thing, and plus that they expect we have become like family. I know my patients LPN/MA (group 7) LPN = licensed practical nurse; MA = medical assistant; RN = registered nurse.
Note: Mixed groups included a variety of patients and clinician types.
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of healing, connecting the patient with information or resources. Physician participants also talked about serving as witnesses to suffering and healing.
The Goal of Healing Is Recovery or Restoration
The task of healing is to recover something lost, to restore the person to his or her former state of health or balance. In many cases, full recovery is possible, such as recovery from an infection or minor injury. When full recovery is not attainable, the goal is to restore the person as near as possible to his or her original state. "Health" was considered a person's level of function, rather than as an objective assessment of physical indicators. For example, it is not whether the bones in an injured hand mend properly, but whether the person is able to paint again. Few participants mentioned prevention, longevity, or high-level wellness as goal of healing. Changing harmful behaviors might aid in healing for some, but risk reduction was not considered a primary goal of healing.
Healing Requires Reaching Personal Balance and Acceptance
A key marker of healing is a sense of balance and acceptance. When full recovery is not possible, the goal of healing becomes reaching a state of balance or harmony with the level of function that is realistic for that person in that circumstance. Healing may also be attained by reaching understanding and acceptance of one's limitations. In the case of terminal illness or permanent disability, the goal of healing is acceptance. Balance also can refer to a dynamic state of equilibrium, stability, and peace.
Relationships Are Essential to Healing
Healing is a personal and an interpersonal process. Though it is a personal journey, it is not taken alone.
There was a strong emphasis across groups on the healing powers of communication, information, support, empathy, and compassion. Participants talked at length about the importance of relationships, especially relationships with primary care clinicians. The patient-doctor relationship is central, but relationships with other members of the care team (both clinical and clerical workers) also infl uence healing. Participants of all types emphasized the importance to healing of social support and relationships outside the health care system.
Facilitators
Groups identifi ed the major factors that can facilitate healing, both generally and specifi cally in the context of medical care. Participants stressed that relationships are central to almost all facilitators and barriers. Facilitators were clustered into the themes outlined in Table 4 . 
Unhealthy behaviors (smoking, drinking, etc)
A key facilitator is a feeling of warmth, caring, and connection imparted by the clinicians and staff in the clinic setting. Participants repeatedly spoke about the need for clinicians to have in-depth knowledge of the patient and communication skills that foster positive interactions with the patient. Several processes are important for "knowing the patient": listening, good medical records, seeing the same clinicians over time, and ensuring continuity of information when transferring care.
Patients and clinicians alike frequently emphasized the importance of time. They believed that healing requires time, and time with the clinician is essential to the process of care. Patients believed it was the quality-not necessarily the quantity-of time that really mattered. Clinicians often expressed concern about the lack of time for meaningful interactions with patients.
Physicians and other clinical team members recognized the importance of their own state of health. Several explained that their own experience of healing facilitated their effectiveness as caring professionals. Enhancing clinicians' ability to function in teams also can improve their effectiveness as healers and the health of their working environment. Several patients spoke of the need to reduce the stress suffered by clinicians to improve their ability to be healers.
Barriers
The major barriers to healing identifi ed by clinicians and patients are simply the absence of the positive facilitating factors. Logistical factors most often pose barriers to healing, including the organization, delivery, and environment of medical care. All focus groups that included clinicians emphasized the importance of the patient's experience at the front desk. They observed that a negative encounter there sets the patient up to have a negative overall experience in the clinic.
Participants of all types also acknowledged that patients brought their own set of facilitators and barriers to the healing process. Patient participants emphasized, and clinicians agreed, that the patient bears the central responsibility for healing.
DISCUSSION
This study provides empirical data on the meaning of healing in primary care from the perspective of patients and clinicians, one of only a few such studies. 22, 34 We found a remarkable level of concurrence on the concept of healing among patients, physicians, nurses, and clinical assistants.
The defi nition of healing that emerged from patients and clinicians was generally consistent with defi nitions in the literature. 22, 27, 35 We observed key themes emphasized by many others: wholeness, 36, 37 recovery, balance, communication, 38 and relationships. 39 These areas of agreement suggest a broad consensus on what healing is and how it is achieved. 40 Consistent with recent work on the ways a person constructs and uses stories to articulate personal experience and meaning in clinical practice (also referred to as narrative), [41] [42] [43] the stories our participants shared represent an archetypal narrative of healing as a personal journey. The starting point of the journey depends upon who the patient is and what trauma, illness, or other loss he or she has experienced. The destination depends upon the patient's personal goals and whether they are realistic. Doctors and nurses bring special knowledge and skills that are sometimes important in guiding or advancing the journey. The fundamental work of the healer, however, is to listen, hear, understand, and help the patient progress along the road toward recovery of wholeness and function. This help requires communication and the building of trusting relationships. Both patients and clinicians feel that the current burdens of workload, stress, and time pressure limit opportunities for healing.
The healing journeys described by our participants are similar to the type that Frank classifi es as restitution narratives, 41 except that technology seldom plays a prominent role in these narratives from primary care. Although most medical literature is devoted to the scientifi c and technical aspects of diagnosis and treatment, we did not fi nd this emphasis when patients and clinicians talked of healing.
Many authors emphasize suffering and its relief in healing. 3, [44] [45] [46] Our participants focused less on the relief of suffering and more on the restoration of function. Some authors advocate careful attention to the design of the physical environment of the healing encounter, [47] [48] [49] but the patients and clinicians in our study rarely mentioned the clinic space. Counter to our expectations, patients only occasionally expressed interest in complementary and alternative medicine (CAM) in connection with healing.
Spirituality is central to healing in much of the literature. 50, 51 It was important for our participants for its contribution to the wholeness of mind, body, and spirit. Participants believed faith was important in healing and that faith communities could provide important social support. Few participants, however, talked of faith healing, prayer, or divine intervention. In fact, there was little talk of being healed by any intervention. Throughout the discussions, the patient was the subject-not the object-of the healing process.
We designed this study to inform a new program to optimize healing in primary care. Limitations include a selective sample, biases generated by the context of the study, and limitations of responses that were due to the nature of the questions asked. Our study participants were drawn from patients in one large health care system with long traditions of patient advocacy, community involvement, emphasis on prevention, and clinical research. All patient participants had established relationships with primary care clinicians, mostly family physicians. In addition, our population is more educated, higher percentage white, and less religious than in many regions. The invitation letter stated our interest in healing and health care and might have attracted biased participants. Although our fi ndings may not be generalizable to all people or settings, we feel that these voices likely represent many patients and professionals in primary care in the United States.
Conducting our study in a medical environment with patients in established relationships with medical doctors may have introduced bias against other models of care. Our community, however, has high rates of CAM use, 52 including among patients who regularly see medical doctors. In addition, this system provides benefi ts for CAM treatments, as mandated in Washington State.
This study adds to current scholarship on healing by asking patients and clinicians what they think. This exploratory work found a surprising level of agreement among patients and clinicians in primary care settings. The patients and clinicians in our groups agree that medical care, though important, is only one contributor to healing. Likewise, healing is only one element of what goes on in modern medical care. Other expectations include symptom relief, prevention, control of chronic disease, and a range of administrative responsibilities. 53 The participants we listened to made it clear, however, that healing is what brings patients and clinicians together. They also agreed that they need more unhurried time together to make it work. Further work is needed to explore agreement and differences across other medical specialties, professional groups, geographic regions, racial and ethnic groups, and health care systems. 54 Finding better ways to heal might help us address some of the chronic problems facing health care today. [55] [56] [57] Our team is using these fi ndings to help guide changes in our primary care system, to increase clinician mindfulness, reduce stress, improve doctor-patient communication, and enhance clinic team function. 58 This research raises fundamental questions about the goals of the US health care system and the place of primary care. Patients and clinicians in our study believed that healing is possible in our current system, but that much must be changed to foster healing relationships. Do we want a health care system focused on healing? What attitudes, priorities, and resources would we need to change? What expectations stand in the way? If we designed a system to heal, what would it look like?
